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Background:  Intramural  duodenal  haematoma  is  a  rare  entity  that  usually  occurs  in  the  context
of patients  with  coagulation  disorders.  A  minimum  percentage  is  related  to  processes  such  as
pancreatitis  and  pancreatic  tumours.
Clinical  case:  The  case  is  presented  of  a  45  year-old  male  with  a  history  of  chronic  pancre-
atitis secondary  to  alcoholism.  He  was  seen  in  the  emergency  room  due  to  abdominal  pain,
accompanied  by  toxic  syndrome.  The  abdominal  computed  tomography  reported  increased
concentric duodenal  wall  thickness,  in  the  second  and  third  portion.  After  oesophageal-gastro-
duodenoscopy,  he  presented  with  haemorrhagic  shock.  He  had  emergency  surgery,  ﬁnding  a
hemoperitoneum,  duodenopancreatic  tumour  with  intense  inﬂammatory  component,  as  well
a small  bowel  perforation  of  third  duodenal  portion.  A  cephalic  duodenopancreatectomy  was
performed  with  pyloric  preservation  and  reconstruction  with  Roux-Y.
Discussion:  Treatment  of  a  duodenal  haematoma  is  nasogastric  decompression,  blood  transfu-
sion and  correction  of  coagulation  abnormalities.  Surgery  is  indicated  in  the  cases  in  which
there is  no  improvement  after  2  weeks  of  treatment,  or  there  is  suspicion  of  malignancy  or
major complications  arise.DOI of original article: http://dx.doi.org/10.1016/j.circir.2015.04.011
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Conclusions:  Duodenal  intramural  haematoma  secondary  to  chronic  pancreatitis  is  rare,
although the  diagnosis  should  be  made  with  imaging  and,  if  suspected,  start  conservative
treatment  and  surgery  only  in  complicated  cases.
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Abdomen  agudo  por  haematoma  duodenal  intramural  complicado.  Presentación  de
un  caso  y  revisión  en  la  literatura
Resumen
Antecedentes:  El  haematoma  duodenal  intramural  es  una  rara  entidad  que  ocurre  en  pacientes
con alteraciones  de  la  coagulación;  un  mínimo  porcentaje  ocurre  en  procesos  como  los  tumores
pancreáticos  o  la  pancreatitis.
Caso  clínico: Presentamos  el  caso  de  un  varón  de  45  an˜os,  con  antecedentes  de  pancreati-
tis alcohólica  que  acudió  a  Urgencias  por  dolor  abdominal  y  síndrome  tóxico.  La  tomografía
computada  abdominal  evidenció  un  aumento  de  la  segunda  y  la  tercera  porciones  duodenales.
Después de  la  esofagogastroscopia  presentó  choque  hemorrágico.  Se  realizó  cirugía  urgente,  que
evidenció  hemoperitoneo,  tumour  duodenopancreático  con  intensa  reacción  inﬂamatoria,  así
como perforación  de  la  tercera  porción  duodenal.  Se  realizó  duodenopancreatectomía  cefálica
con preservación  pilórica  y  reconstrucción  en  Y  de  Roux.
Discusión:  El  tratamiento  de  esta  entidad  debe  ser  conservador;  consiste  en  sonda  nasogástrica,
reposo digestivo  y  corrección  de  las  anomalías  de  la  coagulación.  Solamente  está  indicada  la
cirugía ante  el  fracaso  del  tratamiento  médico,  sospecha  de  malignidad  o  complicaciones.
Conclusiones:  Los  hematomas  intramurales  duodenales  secundarios  a  pancreatitis  crónica  son
excepcionales,  si  bien  su  diagnóstico  debe  realizarse  con  pruebas  de  imagen,  y  si  se  sospecha
se debe  iniciar  tratamiento  conservador,  y  realizar  cirugía  solo  en  los  casos  complicados.
© 2015  Academia  Mexicana  de  Cirugía  A.C.  Publicado  por  Masson  Doyma  México  S.A.  Este  es





















The  duodenal  intramural  haematoma  is  a  very  uncommon
entity  which  involves  a  generally  self-limited  haemorrhage
located  on  the  submucosal  layer  of  the  wall.1 The  produc-
tion  mechanism  usually  has  a  traumatic  origin  in  70--75%
of  the  cases.2 Spontaneous  haematomas  appear  in  patients
with  coagulation  disorders  or  anticoagulant  therapy.3 A
small  percentage  is  related  to  pancreatic  processes,  such
as  pancreatitis4 and  tumours.
In  this  clinical  case,  an  emergency  cephalic  duodenopan-
createctomy  was  performed  for  the  treatment  of  an
haemoperitoneum  compatible,  in  principle,  with  perforated
and  bleeding  duodenal  neoplasia.  We  have  conducted  our
bibliographic  review  based  on  duodenal  haematoma  cases,
both  complex  and  non-complex,  for  the  assessment  of  the
current  trend  regarding  the  choice  of  diagnostic  tests  and
the  approach,  both  conservative  and  surgical,  adopted  for
their  management.
Clinical caseThe  patient  is  a  45-year  old  male  with  the  following  personal
history:  smoker  of  40  cigarettes/day  and  drinker  (4--5  beers
per  day  and  distilled  drinks  during  the  weekend),  pernicious
a
m
anaemia,  chronic  pancreatitis  secondary  to  alcoholism.  He
eceived  no  anticoagulant  treatments.
The  patient  attended  the  Emergency  Department  due
o  pain  in  the  right  hypochondrium  with  fatigue,  accom-
anied  by  anorexia  and  weight  loss  by  10  kg  in  the  last  3
onths.  The  physical  examination  showed  icteric  pigmen-
ation  of  the  skin  and  mucosas,  pain  upon  palpation  of  the
ight  hypochondrium,  without  peritoneal  reaction.
The  study  conducted  in  the  Emergency  Department
howed  leukocytosis  of  16,690  l,  neutrophilia  and  amylase
f  1003  U/l.  The  only  remarkable  ﬁnding  of  the  ultra-
ound  scan  was  the  presence  of  biliary  sludge  in  the
allbladder  and  moderate  dilatation  of  the  biliary  pathways
Fig.  1).
An  abdominopelvic  computed  tomography  was  sug-
ested,  which  conﬁrmed  the  dilatation  of  the  biliary
athways  and  showed  an  increase  in  the  concentric  thick-
ess  of  the  duodenal  wall  in  the  second  and  third  segments,
s  well  as  a  tumour  of  2.5  cm  located  on  its  main  axis,  which
eemed  to  derive  from  Vater’s  ampulla,  compatible  with  an
nﬂammatory  or  neoplastic  process  of  the  pancreas;  locore-
ional,  retroperitoneal  interaortocaval  and  left  para-aortic
denopathies;  rarefaction  of  the  periduodenal  fat  and  head
argin,  with  uncinate  process  (Fig.  2).
Upon  suspicion  of  duodenal  tumour,  the  patient  was
dmitted  to  the  Digestive  Department  to  complete  the






































of  an  inﬂammatory  nature.  On  a  microscopic  level,  an  orga-igure  1  Abdominal  ultrasound  scan  showing  the  dilatation
f the  bile  duct.
tudy.  An  oesophagogastroduodenoscopy  was  conducted,
hich  showed  a  reduction  of  the  calibre  in  the  duodenum
rom  the  ﬁrst  to  the  third  knee,  congestion  and  mucosal
edema  with  erythematous  stippling  and  extensive  ulcers.
amples  were  collected  for  a  histological  study,  which
howed  the  presence  of  chronic  duodenitis  with  epithelial
egenerative  changes  and  focal  gastric  metaplasia.
After  the  test,  the  patient  worsened  progressively  and
resented  low  blood  pressure,  tachycardia,  cutaneous  pal-
or,  oliguria  (200  cc).  Laboratory  tests  showed  an  increase
n  acute-phase  reagents  (CRP  13.6,  leukocytes  20,420  l,
ith  86%  neutrophilia).  The  patient  presented  hypovolemic
hock  on  the  third  day  after  hospital  admission.  He  was
dmitted  to  the  Intensive  Care  Unit  and  another  emergency
omputed  tomography  was  conducted.  This  showed  mas-
ive  haemoperitoneum  with  active  bleeding,  which  could
erive  from  an  iatrogenic  perforation  of  the  duodenal
umour.
The  patient  underwent  an  emergency  intervention,
hich  showed  massive  haemoperitoneum  greater  than
500  cc,  duodenopancreatic  tumour  with  intense  inﬂamma-




Figure  2  Abdominopelvic  computed  tomography:Figure  3  Bleeding  of  the  duodenal  wall.
erforation  of  the  third  duodenal  segment.  The  surgeon,
pon  suspicion  of  malignant  duodenal  tumour,  although
ot  histologically  conﬁrmed,  decided  to  conduct  a  deﬁni-
ive  surgery:  cephalic  duodenopancreatectomy  with  pyloric
reservation  and  Roux-Y  reconstruction.
The  patient  returned  to  the  Intensive  Care  Unit,  where
he  treatment  with  supportive  measurements  was  provided.
rom  an  abdominal  point  of  view,  the  progression  was
avourable,  with  drainage  and  suture  material  removal  dur-
ng  his  stay  in  the  Intensive  Care  Unit  (15  days).
Then,  he  was  transferred  to  the  Digestive  System  and
eneral  Surgery  Department,  and  was  discharged  from  the
ospital  eighteen  days  after  his  admission.
The  pathological  anatomy  assessment  indicated  the  pres-
nce  of  a greyish-brown  duodenal  tumour  with  solution
f  continuity  (perforation),  with  considerable  submucosal
aematic  collection,  of  10  cm  long  ×  4.5  cm  wide.  No  neo-
lastic  processes  were  observed  and  all  adenopathies  wereised  haematoma  with  haemorrhage  dissecting  through  the
uscle  layer,  chronic  pancreatitis  and  reactive  lymphadeni-
is  of  peripancreatic  lymph  nodes  (Figs.  3--5).
 duodenal  haematoma  and  haemoperitoneum.
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aFigure  5  Pancreatic  haemorrhage.
Discussion
The  ﬁrst  described  case  of  duodenal  haematoma  was  diag-
nosed  during  an  autopsy  by  MacLauchan  in  1838.  The
ﬁrst  non-traumatic  case  was  described  in  1904  by  Henoch-
Schönlein,  in  a  case  of  blood  dyscrasia.  In  1908,  Von  Khautz
diagnosed  this  disease  in  a  patient  with  haemophilia.
Non-traumatic  haematomas  such  as  the  one  described
are  increasingly  related  to  the  consumption  of  antico-
agulants  and  coagulation  disorders,  as  well  as  malignant
diseases,  chemotherapy  and  inﬂammatory  and  autoimmune
processes.5
Until  now,  the  exact  mechanism  for  how  the  pancreas
induces  a  duodenal  haematoma  has  not  been  discovered.
There  are  2  hypotheses  on  the  subject:  ﬁrstly,  the  presence
of  ectopic  pancreatic  tissue  inside  the  duodenum  wall  can




aematoma  formation;  secondly,  the  release  of  pancreatic
nzymes  in  pancreatitis  can  damage  duodenal  blood
essels.5
The  clinical  presentation  is  variable,  and  it  may  start
ith:  abdominal  pain  of  different  intensities,  mechanical
leus,  intestinal  obstruction6 and,  on  some  occasions,  with
ypovolemic  shock  due  to  hemoperitoneum,  as  in  the  case
t  hand.7
For  its  diagnosis,  a  certain  degree  of  suspicion  is  required
n  the  ﬁrst  place;  imaging  tests  such  as  computed  tomogra-
hies  or  echoendoscopies  add  information  that  helps  conﬁrm
t,  although  there  are  no  ﬁndings  that  can  be  qualiﬁed  as
athognomonic.8
Computed  tomography  studies  show  a  circumferential
hickening  of  the  duodenal  wall,  the  narrowing  of  the  lumen
nd  the  obstruction  of  intestinal  transit.8
In  our  patient,  the  fact  that  he  began  with  obstructive
aundice,  weight  loss  by  10  kg,  asthenia  and  anorexia,  as
ell  as  the  ﬁndings  from  the  computed  tomography  which
howed  an  image  compatible  with  duodenal  tumour,  led  to
he  initial  suspicion  of  a  neoplastic  process.  It  is  difﬁcult  to
btain  a  diagnosis  of  certainty  in  these  cases  because,  on
ne  hand,  pancreatitis  may  produce  changes  in  the  duode-
al  wall  that  may  simulate  a  neoplastic  process9 and,  on  the
ther  hand,  duodenopancreatic  neoplasias  are  not  uncom-
on  in  patients  with  chronic  pancreatitis.10 Sometimes,
esions  are  ulcers,  mucosal  oedema  or  haemorrhage  stip-
ling.  In  these  cases,  some  authors  contraindicate  biopsies
o  avoid  secondary  complications  and  allow  the  progres-
ion  of  the  clinical  symptoms  to  determine  the  therapeutic
pproach  to  be  adopted.11
The  therapeutic  approach  will  depend  on  the  progression
f  the  clinical  symptoms.  The  fact  that  this  evidenced  a  neo-
lasia  justiﬁed  the  collection  of  biopsy  samples  during  the
ndoscopy  and,  judging  by  the  progressive  sequence  of  the
atient,  this  may  have  led  to  duodenal  perforation.
In  principle,  the  treatment  of  a  duodenal  haematoma,
ven  with  an  obstruction,  is  medical  and  consists  of  diges-
ive  rest,  nasogastric  decompression,  blood  transfusion  and
orrection  of  existing  coagulation  anomalies.  Surgery  is  indi-
ated  in  cases  in  which  there  is  no  improvement  after  two
eeks  of  treatment,  suspicion  of  neoplasia,  or  occurrence
f  major  complications.12 In  our  case,  two  of  these  circum-
tances  were  present,  since  the  suspected  diagnosis  was  a
alignant  tumour  and  there  was  perforation.
The  surgical  technique  to  be  conducted  is  also  controver-
ial.  Some  authors  currently  choose  endoscopic  drainage.13
he  cephalic  duodenopancreatectomy  is  a  difﬁcult  tech-
ique  which  presents  a high  morbidity  and  mortality  if
onducted  as  an  emergency  procedure.  Asensio  et  al.14
dvocate  a damage  control  surgery  and,  afterwards,  a
eﬁnitive  one;  in  their  series  about  18  emergency  cephalic
uodenopancreatectomies  due  to  duodenopancreatic  trau-
atism,  the  mortality  rate  amounted  to  44.5%  (6  deaths
n  the  operating  table  and  2  deaths  occurring  48  h  later),
lthough  this  series  involved  patients  with  severe  duo-
enopancreatic  traumatisms.  For  this  patient,  a  duodenal
uture  with  serous  patch,  drainage  of  the  perforation  using
 Pezzer-type  tube  or  another  more  conservative  approach
ould  have  been  implemented,  apart  from  controlling  the
aemorrhage  and  conducting  a  washout  of  the  cavity.  How-


















ossibility  of  neoplasia  led  to  deﬁnitive  surgery  as  our  ﬁrst
hoice.
onclusions
uodenal  intramural  haematomas  secondary  to  chronic  pan-
reatitis  are  very  uncommon.  Although  their  diagnosis  must
e  conﬁrmed  through  imaging  tests,  the  ﬁrst  step  is  to  sus-
ect  their  presence.  The  initial  management  of  this  disease,
s  described  in  the  medical  literature,  must  involve  a  con-
ervative  approach,  and  surgery  must  only  be  conducted  in
he  presence  of  complications.
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